Over the past decades, both researchers and practitioners in the field of specific learning disabilities (LD) have grappled over an appropriate definition as well as the subsequent operational diagnostic criteria. In a recent article in Professional Psychology: Research and Practice, S. C. Dombrowski, R. W. Kamphaus, and C. R. Reynolds (2004) proposed a new set of suggested diagnostic criteria that challenges many of the traditional beliefs about these disorders. This article provides a critique of their proposed criteria as well as an alternative approach for LD identification that is more aligned with current understanding of the etiology and characteristics of these disorders.
Over the years, professionals from several disciplines involved with the field of specific learning disabilities (LD) have debated and struggled to agree on an appropriate conceptual definition and subsequent operational diagnostic criteria for these conditions. Several theories and frameworks have been proposed to help professionals use assessment information to develop effective instruction. Theories such as perceptual-motor (Ayres, 1972; Barsch, 1967; Kephart, 1960) , psycholinguistic (Kirk, McCarthy, & Kirk, 1968) , psychoneurological (Johnson & Myklebust, 1967) , neuropsychological (Gaddes, 1980) , and phonological and orthographic (Ehri, 1998; Frith, 1985) , as well as the Cattell-HornCarroll (CHC) theory (Carroll, 1993; Cattell, 1943; Horn, 1991; Horn & Noll, 1997; McGrew & Flanagan, 1998) , have contributed to a better understanding of the cognitive and linguistic dimensions that form the essence of LD. A central component of all of these clinical and statistical theories is that specific cognitive and linguistic processes are accessed and used by individuals to collect, sort, process, store, and retrieve various types of information. As new research has provided support for specific theories related to LD, definitions and eligibility criteria have required adjustments in both terminology and frameworks. (See Kavale & Forness, 2000 , for a critical analysis of LD definitions.)
The recent reauthorization of the Individuals With Disabilities Education Improvement Act (2004) has fueled additional discussion of the efficacy of various components of the definition of LD, as well as the eligibility criteria used to operationalize these specific disorders. Thus, considerable debate has focused on the roles of general intelligence measures, broad and specific cognitive processing measures, and oral language measures in LD identification (Fletcher & Reschly, 2005; Naglieri, Hale, Kaufman, & Kavale, in press) .
In a recent article in Professional Psychology: Research and Practice, Dombrowski, Kamphaus, and Reynolds (2004) proposed a set of suggested diagnostic criteria for LD that challenges many of the critical components of the specific LD definition. The Dombrowski et al. diagnostic framework does not take into account and incorporate findings from current research or historical and clinical perspectives regarding identification of individuals with LD. In essence, their proposed criteria view LD as a developmental delay that can be determined by a standard score cutoff (i.e., 85 or below). In addition, the evaluation of cognitive and linguistic processes is seen as unnecessary for accurate LD identification.
In response to Dombrowski et al.'s (2004) proposed criteria, we begin by addressing a few additional issues related to the points of agreement with the authors. Next, we discuss specific concerns with components of their proposed LD criteria. In the final section we present an alternative approach for LD identification that is more aligned with current understanding of the etiology and the definition of these specific disabilities.
Points of Agreement
Several components of Dombrowski et al.'s (2004) proposed criteria are consistent with what we know about LD.
Overreliance on Ability-Achievement Discrepancy
Individuals with LD typically present an uneven profile of abilities, demonstrating difficulties with some types of learning but ease with other areas of performance. Unfortunately, with the passage of the Individuals With Disabilities Education Act (1997; originally Pub. L. No. 94 -142) , a discrepancy between full-scale intelligence scores and achievement became the hallmark of LD identification. Much has been written about the limitations of using an ability-achievement discrepancy for the identification of LD (e.g., Berninger, 2001; Fletcher et al., 2001; Lyon, 1995; Mather & Healey, 1990; Vellutino, 2001) , as well as the recommendation to abandon this type of discrepancy (Flowers, Meyer, Lovato, Wood, & Felton, 2000; Fuchs, Mock, Morgan, & Young, 2003) . Throughout the past two decades, experts in the field have voiced concerns regarding overreliance on an ability-achievement model. Leaders have warned of the theoretical (Kavale, 1987; Scruggs, 1987) , statistical (V. L. Wilson, 1987) , developmental (Parrill, 1987) , and educational (Hessler, 1987) problems inherent in the use of an ability-achievement discrepancy. In fact, some have asserted that identifying ability-achievement discrepancies using rigid, quantitative formulas has absolutely no meaningful role in LD identification (Bateman, 1992; Kavale, Kaufman, Naglieri, & Hale, 2005) . Furthermore, the use of simple ability-achievement discrepancies results in overidentification of students with LD (Hoy et al., 1996; Kavale, Holdnack, & Mostert, 2005) .
Despite the aforementioned criticisms, the ease of using simplistic discrepancy models has contributed to their overuse and misuse by both public school systems and the psychological community (e.g., Diagnostic and Statistical Manual of Mental Disorders [4th ed ., text revision]; American Psychiatric Association, 2000) . The difficulty in developing a qualitative definition of LD, combined with the need to make funding decisions, prompted school districts to rely on statistical methods to identify students with LD (Silver & Hagin, 2002) . What we can safely conclude from past research and practice is that neither the presence nor the absence of an ability-achievement discrepancy is a reliable or valid indicator of LD. Use of a single global IQ score or a single aptitude-achievement discrepancy as the sole identification criterion is too simplistic and contributes to vagueness regarding the LD concept (Kavale & Forness, 2003) .
Under the new Individuals With Disabilities Education Improvement Act (2004) regulations, states will no longer be required to depend on a severe discrepancy between ability and achievement for LD identification. Although states do not need to depend on documentation of a severe discrepancy, the use of a discrepancy formula is not prohibited (see § 614 ͓b͔ ͓6͔ ͓A͔); however, this is subject to change with the final regulations. As an alternative to ability-achievement discrepancies, the use of intracognitive, intraachievement, and intraindividual discrepancies has been proposed (Woodcock, 1984) . These types of discrepancies have particular relevance to LD because they help capture a person's stronger and weaker abilities. By analyzing the pattern of strengths and weaknesses that exists within a person or the intraindividual discrepancies, one can begin to determine how specific differences influence functioning and academic performance. The person's unique pattern of abilities then serves as the cornerstone for linking the results of cognitive ability testing to meaningful instructional plans (Mather & Wendling, 2005) . The new Individuals With Disabilities Education Improvement Act regulations allow evaluation teams to use intraindividual differences-explained as a pattern of strengths and weaknesses in performance, achievement, or both, relative to intellectual development-as part of the process for making eligibility decisions for LD placement (see § 300.309 [a] [2] [ii]). These within-person discrepancies, however, also have some of the same problems as ability-achievement discrepancies if they are used as the sole criterion for disability determination without other clinical sources of information (Brackett & McPherson, 1996; Hoy et al., 1996) .
Data From Multiple Sources
We also strongly support Dombrowski et al.'s (2004) call for the use of multiple sources of information, or what others have described as implementation of a more clinical model (Gregg & Scott, 2000) . The National Joint Committee on Learning Disabilities (NJCLD) provided a well-thought-out critique of the use of clinical judgment in the diagnosis of LD (NJCLD, 1997). The committee concluded that "significant difficulty cannot be determined solely by a quantitative test score" (p. 6), encouraging professionals to use both descriptive and quantitative information during decision making. The key to accurate LD identification is the use of trained professional judgment (Bateman, 1992) . Evaluators require expertise to compare, contrast, and interpret the obtained assessment results. In addition to norm-referenced tests, evaluators need to consider such information as informal measures; classroom portfolios; student, teacher, and parent reports; and feedback from the multidisciplinary team. The decision to identify an individual with LD involves the integration of various information sources, including that person's developmental and instructional history, medical and psychological history, family and environmental factors, and test scores (Fletcher & Reschly, 2005) . Tests results can be an aid to judgment, but they should not be a substitute.
Defining and operationalizing LD requires the integration of several bodies of knowledge. Several years ago, Frith (1999) provided a comprehensive three-level framework for integrating the paradoxes these neurobiological disorders present. She discussed the importance of considering the environmental, biological, cognitive, and behavioral signs influencing the ability to learn specific tasks. Models of eligibility that incorporate multiple sources of information will lead toward more accurate diagnoses and the implementation of successful interventions. In this multidimensional process, an evaluator must consider dynamics intrinsic to the individual, as well as the extrinsic factors that affect performance (Schrank et al., 2005) .
Concerns
In contrast to the aforementioned points, several components of Dombrowski et al.'s (2004) proposed criteria are incongruent with what we know about LD.
LD as Synonymous for Developmental Delay or Underachievement
One major concern is the suggestion that the label developmental learning delay should replace the term LD. Research with children and adults has documented that individuals with LD have specific developmental deficits, not delays (Francis, Shaywitz, Stuebing, Shaywitz, & Fletcher, 1996; Shaywitz, 2003) . Although we agree that LD often cause below average academic performance, the term delay suggests that the condition is temporary, outgrown, and can be overcome. LD are a lifelong condition. Although these impairments cause academic difficulties, a person with strong intellectual and linguistic abilities, motivation, and perseverance can appear to compensate for many of the debilitating aspects. Effort and effective intervention can even result in adequate performance in some situations (e.g., reading and writing e-mail) but not in others (e.g., completing timed high-stakes tests within the assigned time limits).
The adult population is critical to our understanding of issues surrounding the construct of LD. If Dombrowski et al. (2004) are correct in assuming that LD is a developmental delay, we should see differences between adults with and without LD on measures of achievement but not on measures of cognitive and linguistic processing. For example, adults with LD typically obtain lower scores than normally achieving peers on measures of phonological awareness, rate, memory, and processing speed (Gregg, Bandalos, Coleman, Davis, & Jimenez, in press; Ofiesh, Mather, & Russell, 2005; Shessel & Reiff, 1999) . Adults with LD appear to use different, often inefficient, cognitive and linguistic processes than do their peers without disabilities (Gregg et al., in press ). In addition, the predictive relationships of cognitive and linguistic measures to reading and written language differ significantly across the groups. These adults may learn to compensate, but they do not outgrow their problems. By aligning LD with low academic performance or underachievement, one misstates the nature of the disability and limits an individual's chances for equal access. Although LD are a form of underachievement, they are not the same as low achievement (Kavale, 2005; Kavale & Forness, 1995 Scruggs & Mastropieri, 2002) and cannot be equated with below average academic functioning. An individual can be underachieving academically for a myriad of reasons (e.g., lack of instruction, poor school attendance, affective factors, or health) that have little or nothing to do with LD. Dombrowski et al. (2004) suggested that the identification of LD shall be based on a dual deficit in academic achievement as demonstrated by (a) a nationally norm-referenced measure of academic achievement (standard score about 85 or less reflecting performance one standard deviation below the mean) and (b) evidence of educational impairment (based on classroom grades, CBA [curriculum-based assessment], and teacher reports or ratings). (p. 367)
Use of a Cutoff Score for Eligibility
Although we agree with the need for demonstration of educational impact, we do not support the use of arbitrary cutoffs or the use of only one achievement measure for disability determination. Again, this assumes that LD is an academic performance deficit and does not address the underlying cognitive or linguistic problems or the person's clinical history (Kaufman & Kaufman, 2001 ). In addition, reliance on a single achievement measure is not supported by best practice. Instead, focus should be placed on more accurate, multidimensional ways of describing academic performance, identifying learning profiles, and determining appropriate individual instruction (Hale & Fiorello, 2004; Naglieri & Bornstein, 2003) . A cutoff score with reliance only on achievement measures is certainly not the solution.
Professionals cannot arrive at valid LD identification through the strict interpretation and application of test scores. Clinical judgment is an essential component of all types of evaluations. For example, test scores may suggest that a person has mental retardation, whereas real-life observations of the individual totally contradict and negate this conclusion. This is precisely why psychologists do not diagnose mental retardation without completing a measure of adaptive functioning.
In addition, procedures based simply on low achievement as the criterion would overidentify lower ability students. When comparing the ability-achievement, intracognitive, intra-achievement, and cutoff models to identify LD, the latter significantly overidentified the number of students with low cognitive ability (Brackett & McPherson, 1996; Hoy et al., 1996) . Therefore, the proposed cutoff standard score of 85 on an achievement test has the potential of significantly increasing the number of students identified as LD but not increasing the validity of the diagnoses. Some responseto-intervention (RTI) advocates want to reconstruct LD into a generic learning problem category instead of attempting to improve the sensitivity and specificity of the diagnostic techniques (Kavale & Forness, 2003; Kavale, Kaufman, et al., 2005) . Even within use of an RTI model, to maintain the integrity of the LD category and reduce the number of false positives, cognitive assessments are necessary for the students who do not respond to treatments (Fuchs et al., 2003) . In addition, a major criticism of the ability-achievement discrepancy criterion has been the unreliability of the diagnosis. RTI does not resolve the ambiguity. Alternative methods of assessing responsiveness to treatment also produce different subsets of unresponsive children (Fuchs, Fuchs, & Compton, 2004) .
Furthermore, individuals with LD can obtain standard scores within the average to high average range. As noted above, LD is not synonymous with underachievement. Through years of special education, intensive tutoring, and persistence, individuals with LD can improve enough academically to appear to have compensated for their disability. This does not mean the disability is no longer present, only that the person has managed to achieve a certain level of academic success on some measures. The task demands and subtest formats can also influence an individual's performance. For instance, an individual with dyslexia might perform above a standard score of 85 on an untimed reading test of single words or text. However, when time is relevant to the score, this same person might achieve a score that is significantly below average. Individuals with LD generally obtain lower scores than typically achieving individuals on a variety of speeded tasks (Ofiesh et al., 2005) . Or, an individual with working memory problems may struggle on a math test involving mental calculations but have little difficulty on a paper-and-pencil test (Geary, 2003) . For this reason, score interpretation must always be embedded in knowledge of the type of task, as well as a thorough clinical history of the individual.
Omission of Cognitive and Linguistic Processes
Within most definitions, LD is characterized as a disorder within the basic psychological processes (U.S. Department of Education, 2002). Thus, it is important to align the definition with the methods used to identify these individuals (Kavale, Kaufman, et al., 2005) . The definition has not been changed, so closer adherence to what is stipulated is warranted (Kavale, Holdnack, & Mostert, 2005) . Because the definition describes the essence of the disorder, omission of documentation of cognitive and linguistic processing from the eligibility criteria is of great concern. As Kavale, Kaufman, et al. (2005) stated, "We believe children with 'true' SLD [specific learning disabilities] have cognitive deficits and integrities in the basic psychological processes, which often lead to academic failure" (p. 17). Thus, to differentiate LD from low achievement, one must use cognitive assessments and examine differences within cognitive and linguistic functioning. Dombrowski et al. (2004) and others have raised concern regarding the existence of research to support the need for intellectual and cognitive assessments. For example, Fletcher and Reschly (2005) recently stated that at best, "meager evidence" (p. 15) exists to support the assessment of cognitive processes for LD identification or intervention. Although additional research is needed, findings continue to document, clarify, and increase our understandings of the relationships among various cognitive abilities and achievement. Dombrowski et al. and Fletcher and Reschly do not acknowledge the vast amount of current research in measurement and cognitive psychology that is relevant to the diagnosis of LD or the advances in multifactorial intellectual theory that provide a multidimensional view of intelligence (Kaufman & Kaufman, 2001; Kavale, Kaufman, et al., 2005; McGrew, Flanagan, Keith, & Vanderwood, 1997) .
Individuals with LD can be differentiated from low-achieving peers on measures of cognitive processing (Kavale, Fuchs, & Scruggs, 1994) . Theories such as CHC and Luria's (1973 Luria's ( , 1980 neuropsychological theory are the foundation for several theorybased tests (e.g., Woodcock-Johnson III [Woodcock, McGrew, & Mather, 2001 ]; Kaufman Assessment Battery for Children Second Edition ) that also use advanced measurement theory (e.g., item-level response analysis). Results from current research provide evidence for the predictive validity of cognitive processes to learning (e.g., Evans, Floyd, McGrew, & Leforgee, 2002; Flanagan & Kaufman, 2004; Floyd, Evans, & McGrew, 2003; Hale, Fiorello, Kavanagh, Hoeppner, & Gaitherer, 2001 ). In addition, many researchers have identified specific cognitive and linguistic processes as correlates of academic failure. Considerable research studies exist in the areas of cognition, language, learning, and measurement regarding the specific characteristics and needs of individuals with LD.
As examples, phonological and orthographic processes are known to be critical for the development of reading and spelling skills (Adams, 1990; Gregg et al., in press; Vellutino, Fletcher, Snowling, & Scanlon, 2004) ; working memory exhibits strong connections with many areas of academic performance (Baddeley, 1979 (Baddeley, , 1986 (Baddeley, , 2001 Baddeley, Vallar, & Wilson, 1987) ; both verbal and visual-spatial working memory tasks appear to be important predictors of math ability (K. M. Wilson & Swanson, 2001) ; slow rapid automatized naming tasks predict poor reading skill (Bowers & Ishaik, 2003; Wolf & Bowers, 1999) ; slow cognitive efficiency and cognitive fluency are related to poor reading decoding and spelling Shaywitz, 2003) ; and verbal abilities, as well as acquired knowledge, have strong relationships with all aspects of reading and many aspects of mathematics (Evans et al., 2002; Floyd et al., 2003) .
Clearly, we know more about certain types of LD than others. For example, considerable research has been conducted regarding the relationship between phonological awareness and dyslexia, the most common type of LD. Shaywitz (2003) described dyslexia as "unexpected difficulties in phonology and reading in relation to the person's other cognitive and academic abilities" (p. 335). Because of these phonological weaknesses, readers with dyslexia have trouble translating the written code into the linguistic code that is a critical process in reading. We have extensive information regarding etiology, neurobiology, characteristics, and treatment. Thus, a diagnosis of dyslexia is rather straightforward when the major symptoms are present. In fact, Shaywitz (2003) stated that "the diagnosis of dyslexia is as precise and scientifically informed as almost any diagnosis in medicine" (p. 165). Standardized tests of broad and specific cognitive processing abilities can help us identify individuals with LD if we examine the specific cognitive and linguistic abilities that have established relationships with academic performance (Hale & Fiorello, 2004; Mather & Wendling, 2005) . Frith (1999) , however, reminded us that words and labels "readily become loaded with ideology while the concepts they refer to may be perfectly non-contentious" (p. 193). Therefore, whatever definition and/or eligibility models are adopted, the terms used to describe cognitive and linguistic processes must be clearly defined.
A further consideration is that different cognitive and linguistic deficits impact different types of learning (academic, social, vocational) depending on the age of the person, as well as the type of task ). Cutoff models as proposed by Dombrowski et al. (2004) do not account for developmental learning curves. For instance, the influence of the linguistic processes (sublexical and lexical) that influence decoding and reading comprehension differ depending on the age and specific abilities of an individual (Gregg et al., in press) . What also has been missing from many LD definitions and eligibility models is a framework for organizing our thinking (Gregg, in press ). Researchers at times focus on isolated abilities (e.g., phonological awareness, working memory, reading decoding, written expression) while ignoring the total system surrounding learning. Johnson and Myklebust (1967) provided one of the first dynamic frameworks to organize the cognitive and linguistic abilities influencing learning, which they labeled the hierarchy of experience. This early cognitive framework was an informationprocessing model based primarily on clinical experiences. Other cognitive models, such as that provided by CHC theory, provide empirical research based on statistical and logical analyses of hundreds of data sets, as well as additional sources of validity evidence, in the form of genetic, neurocognitive, developmental, and outcome studies (Horn & Noll, 1997) . Without a framework or blueprint, we may miss relationships directly and indirectly important for different types of learning.
Historically, the field of LD has been based on the belief that individualized educational planning makes a difference because individuals differ in their abilities and therefore should be taught and treated differently (Kavale & Forness, 1998) . A child who has a weakness in phonological processing but intact oral vocabulary has different instructional needs from the child with a limited vocabulary but adequate phonological awareness. Clearly, for students with LD, differential instruction that addresses the source of the problem and the underlying processing demands is much more effective than global, generalized approaches that do not (Aaron, 1997; Hale & Fiorello, 2004; Kavale, Kaufman, et al., 2005) .
Furthermore, Dombrowski et al. (2004) and others (e.g., Siegel, 1989) suggest that intelligence tests should no longer be required for LD diagnosis except to rule out mental retardation. They indicate that the elimination of ability testing would also eliminate the practice of diagnosing an individual with "gifted/LD." The problem is that gifted individuals with LD really do exist. These students may have high verbal aptitudes and reasoning abilities, but their performance is often compromised by their ease and rate of production. A learning disability can be found in people of any age who are at any level of intellectual functioning (Cruickshank, 1983; Shaywitz, 2003) . To fail to identify these "otherwise gifted" individuals accurately can result in inappropriate treatments, lack of understanding by parents and teachers, and denial of appropriate accommodations and interventions. The end result is a restriction of educational and vocational opportunities for the individual. Clearly, use of a cutoff for low achievement obfuscates the identification of gifted individuals with LD (Kaufman & Kaufman, 2001) . In addition, the implementation of other models, such as RTI, ignores students with academic aptitude in the top 10% who are able to remain on grade level in one area while excelling in most other academic areas (Reynolds, 2005) .
Norm-referenced cognitive assessments are needed to document the presence, nature, and severity of the disability (Schrank et al., 2005) , as well as the cognitive assets that can be used to improve educational performance. For example, if an individual has average or above average verbal reasoning abilities but poor written expression, accommodations, such as oral testing, are likely to be useful. This type of accommodation would not be needed, however, for an individual whose verbal reasoning abilities are in line with his or her written language skills. In fact, it is virtually impossible to make an accurate diagnosis of LD without test data from a comprehensive evaluation that reveals a person's strengths and weaknesses (Kavale, Holdnack, & Mostert, 2005) .
Critical to any criteria operationalizing the construct of LD is the degree to which empirical research and theory support the validity of the sources. The Standards on Educational and Psychological Testing (American Educational Research Association et al., 1999) identify substantive, internal, and external validity as imperative to determining construct validity. A strong psychological theory enhances substantive (content) validity through the identification of a well-bounded construct domain (Benson, 1998; Sireci, 2005) . The Dombrowski et al. (2004) model suggested for LD diagnosis provides no empirical research or theory to support the criteria, suggesting weak substantive, internal, and external validity. Current research investigating the cognitive, linguistic, and achievement performance of individuals with LD across the life span is providing the substantive, internal, and external validity necessary for a diagnostic model. The outcome of this research is identification of assessment information that can be even more predictive in determining specific interventions and accommodations effective with the different profiles subsumed under the rubric of LD.
Proposed Diagnostic Criteria
As Dombrowski et al. (2004) have indicated, a need exists for diagnostic criteria to help inform and guide diagnostic decision making. Several researchers have developed operational definitions of LD that include documentation of both academic and cognitive difficulties and provide a comprehensive framework for LD diagnosis (e.g., Flanagan, Ortiz, Alfonso, & Mascolo, 2002; Kavale & Forness, 2000) . The first part of an LD evaluation is then to determine an initial domain-specific classification in reading, writing, or math (Stanovich, 1999) ; the next part is to identify the deficient cognitive and linguistic processes that underlie the disorder (Kavale, Holdnack, & Mostert, 2005; Kavale, Kaufman, et al., 2005; Robinson, Menchetti, & Torgesen, 2002 Thus, the LD diagnostic process would include these procedures:
1. Observe a limitation in one or more of the following areas of achievement: reading (basic skills, fluency, or comprehension); written language (basic skills, fluency, or expression); or mathematics (basic skills, fluency, or application). Rule out alternative explanations for the limitation (e.g., mental retardation, lack of opportunity).
2. Document the limitation using multiple sources of data (e.g., standardized or curriculum-based measurements using multiple test formats; response to intervention; teacher, student, and parent reports; class work samples; and educational history).
3. Identify the specific cognitive and/or linguistic correlates that appear to be related to the identified area of underachievement or relative difficulty. Rule out alternative explanations for the cognitive or linguistic difficulties.
Within the above criteria, a couple of points need further explanation. We have not included oral language as an area of achievement. We think that the role of oral language processes requires reconsideration in current LD definitions and eligibility criteria because oral language encompasses an array of linguistic processes that both support and impact the development of academic performance. In both the Individuals With Disabilities Education Act (1997) and the Individuals With Disabilities Education Improvement Act (2004), as well as the Dombrowski et al. (2004) proposal, oral language is placed as an achievement area similar to reading, writing, and mathematics.
Linguistic processes, as with cognitive processes, influence functioning in achievement areas both directly and indirectly. In fact, the boundaries between some cognitive and linguistic processes are often ambiguous. Vygotsky (1962) referred to this interdependence of thought and language by using the term "verbal thought" (p. 65). From a measurement perspective, recent research has identified a high correlation between many cognitive and language measures, suggesting an artifact of shared variance of underlying language processes present across achievement and cognitive measures (Floyd, Gregg, & Keith, 2005) . Therefore, we suggest that oral language should be one of the constructs used to explain an individual's difficulties in achievement, and that achievement in turn refers to specific problems in aspects of reading, writing, or mathematics.
We have also separated academic areas into the subcomponents of basic skills, fluency, and application. Some individuals with LD have difficulty on timed tests, whereas others have more difficulty with the acquisition of basic skills, such as decoding and spelling. When these types of data are aggregated, the specific problems may be masked. Within this framework, a limitation is not equated with any set cutoff point of performance. One can determine a limitation only by examining a person's educational history and opportunities, all pertinent assessment results, the intensity and duration of services that he or she has received, genetic factors, the unique pattern of strengths and weaknesses, and the types of accommodations and interventions that have been used to maxi-mize performance. The essence of LD is documentation of the cognitive and linguistic integrities in the presence of processing deficits that result in unexpected learning failure (Kavale, Kaufman, et al., 2005) . Clearly, the critical factor of accurate LD diagnosis rests with trained, competent professionals who are able to integrate quantitative and qualitative information to arrive at an accurate diagnosis.
